
 
 

Prior Authorization Form 
Please note that failure to complete all of the fields on this form may result in a rejection of your authorization request because it is not 

complete or a delay in an authorization decision. Please include a cover sheet when faxing the completed form to CareCentrix. 

Patient Demographics  

Last Name First Name Date of birth 

Street Address City State 

Zip Code Phone number (With Area Code) Alternate Phone number 

Gender 

Mailing Address if different than above Street or P.O. Box City 

State Zip Code 

Insurance Information Insurance name Member ID number 

Group number Other insurance 

Referral/Facility Information Contact Name Discharging Facility Name 

Contact Phone Number Contact Fax Number 

Admission date Discharge Date 

Post-Acute Care Request Inpatient Rehab Facility (IRF)   Skilled Nursing Facility (SNF)    

Long Term Acute Care Hospital (LTCH)    Custodial Determination Request_  

Admitting Facility Name Admitting Facility Phone number Admitting Facility Tax ID if available 

Admitting Facility Address City State 

Zip Code Admitting Facility Fax number Admitting Facility NPI 

Start of care date requested Days Requested  

Clinical Information Primary Diagnosis to support request Secondary Diagnosis 

Recent Applicable procedure/surgery and 

Date 

Please attach additional clinical 

information to support the request 

IRF Request 

• IRF Prescreen or consult note 

• History and Physical 

• Clinical progress notes 

• Rehab notes to include PT, OT 

and speech, as applicable 

• Barriers to discharge 

• Living situation  

• Availability of a caregiver 

• patient prior level of function 

• current level of function  

*All IRF clinicals need to be within 48 hours 

All others (SNF, SAR/SAR-V, LTCH) 

• History and Physical 

• Clinical progress notes 

• Rehab notes to include PT, OT and 

speech, as applicable 

• Barriers to discharge 

• Living situation  

• Availability of a caregiver 

• prior level of function 

• current level of function  

 

*SNF/LTCH clinicals need to be within 72 hrs 

Physician Information Ordering Physician Name Ordering Physician Tax ID 

Ordering Physician NPI Ordering Physician Phone number Ordering Physician Address 

Primary Physician Name Primary Physician Phone number Primary Physician Address 
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